
have shown, the asbestos industry
successfully suppressed, manipu-
lated, and distorted knowledge
about asbestos for nearly a cen-
tury, thus ensuring its continuing
operations.7

Historians of the asbestos in-
dustry in South Africa, such as
Jock McCulloch, have under-
standably focused on the myriad
ways in which the industry
sought to escape accountability
and liability for its practices. Un-
covering this history has been of
great importance in legal settle-
ments, efforts to lower exposure,
and campaigns to ban asbestos.
The invisibility of asbestos-re-
lated disease in South Africa,
however, involves more than
suppression and manipulation of
knowledge. What has been ne-
glected in these accounts is that
the scientific model of disease
causation8 itself has helped to
make this epidemic invisible by
limiting analysis to the physiolog-
ical action of asbestos fibers,
thereby separating disease from
its social roots.

JOBS OR HEALTH? THIS WAS
the “choice” workers unknowingly
made when they first began to
mine the rich deposits of asbestos
in South Africa during the late
19th century. For many in former
mining regions, the loss of their
livelihoods as the industry re-
trenched a century later still
looms large. However, more is at
stake for these workers than the
loss of jobs. For asbestos workers
and communities around the
mines, the hidden cost of ex-
ploitive work practices and min-
ing operations is their health.

Rich deposits of 3 commercial
asbestiform minerals make South
Africa unique, and this country
produced most of the world’s sup-
ply of crocidolite (blue) and
amosite (brown) asbestos and a
smaller proportion of chrysotile
(white) asbestos throughout the
20th century. The last mine
closed in 2002 and left in its
wake what a South African jour-
nalist forecast in 1984 would be
“South Africa’s largest public
health disaster.”4 Yet, outside of
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South Africa was the third largest ex-
porter of asbestos in the world for
more than a century. As a consequence
of particularly exploitative social con-
ditions, former workers and residents
of mining regions suffered—and con-
tinue to suffer—from a serious yet
still largely undocumented burden of
asbestos-related disease. This epi-
demic has been invisible both inter-
nationally and inside South Africa. 

We examined the work environ-
ment, labor policies, and occupational-
health framework of the asbestos in-
dustry in South Africa during the 20th
century. In a changing local context
where the majority of workers were
increasingly disenfranchised, unor-
ganized, excluded from skilled work,
and predominantly rural, mining op-
erations of the asbestos industry not
only exposed workers to high levels
of asbestos but also contaminated
the environment extensively. (Am J
Public Health. 2006;96:1386–1396.
doi:10.2105/AJPH.2005.064998)

South Africa, little is known about
South Africans’ disease experi-
ence or how local conditions
under which asbestos was mined,
milled, and manufactured pro-
duced disease.

Although the precise moment
when the industry became aware
of the hazardous properties of as-
bestos remains a subject of intense
controversy, by 1928, 1948, and
959, the scientific evidence that
asbestos fibers caused asbestosis
(a progressive fibrotic disease of
the lungs), lung cancer, and
mesothelioma, respectively, was
incontrovertible.5 Moreover,
South African researchers were
central players in the global circu-
lation of scientific knowledge
about asbestos. They hosted the
1930 International Conference
on Silicosis in Johannesburg,
where asbestosis was acknowl-
edged as a new occupational
disease.6 Later, they provided
definitive evidence of the etiologi-
cal association between asbestos
and mesothelioma. Nonetheless,
as numerous activists and scholars
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During the past few decades,
public health scholars, practition-
ers, and activists have argued
convincingly that more broadly
contextualized notions of disease
causality—in which social, politi-
cal, and economic conditions
are integrated with biological
knowledge—would provide more
effective guides for developing
disease prevention strategies. We
have reconceptualized asbestos-
related disease causality in the
specific context of South Africa
through an exploration of the
connections between workplace
organization, occupational-health
legislation, and disease during
the 20th century. We argue that
this epidemic was not simply the
result of ignorance or deliberate
manipulation of information.
Rather, this epidemic and its in-
visibility were shaped by indus-
trial labor policies and practices
and governmental legislation that
took specific and changing forms
during settler colonial rule and
apartheid in South Africa.

CONDITIONS OF LABOR IN
THE ASBESTOS INDUSTRY

Asbestos prospecting and land
speculation began on isolated
farms in the Northern Cape Prov-
ince during the early 1880s soon
after the discovery of diamonds in
nearby Kimberley and during the
conquest of African societies by
British and Afrikaner colonists.
Eventually, prospectors uncovered
a rich belt of crocidolite asbestos
that extended 240 miles to the
Botswana border (Figure 1); the
asbestos was marketed to Europe
and North America.9 Chrysotile
deposits were discovered in 1905
near Barberton, and the small-
scale mining of amosite in the
Pietersburg fields of northeastern
Transvaal began around 1907.10

British-based companies operated

through local subsidiaries and
dominated the asbestos industry
for much of the 20th century.

From the earliest years of the
industry, asbestos mining and the
knowledge systems associated
with mining were part of an intri-
cate global network of producers
and users. Their operations and
profits in South Africa were facili-
tated by racialized and gendered
labor policies that were estab-
lished gradually during the early
colonial era, intensified during
segregation after the union of

South African colonies in 1910,
and consolidated in a particularly
brutal form with the ascendancy
of the National Party in 1948.
Unlike the competing Canadian
and Italian asbestos mines, the ex-
traction of mineral in South Africa
during the late 19th century and
early 20th century was domi-
nated by small companies, syndi-
cates, and individual producers
who then sold their products to
multinational companies.11 During
the early years of the asbestos in-
dustry, mining relied on manual

”
”“With asbestos we have a real problem here. It is all over. It will

affect us and our children. I say this as a mother.

“The mining of asbestos in Mafefe after 1900 was like a spear 
sharpened to inflict wounds on the body of the village.

”“I know that money can’t buy life, but if a person 
has money, sometimes he or she can go to doctors . . . 

but if you got nothing, you just sit.

Z.M. Mabiletja1

Resident of Ncweng2

Brown Matseke3

extraction of mineral from small
surface adits (Figure 2), because
deposits of asbestos were scat-
tered irregularly over vast regions
of rural South Africa. This was
often done by contract laborers,
most of whom were black12 and
were not employed directly by the
companies.13 With the family as
the primary unit of labor in the
Cape Asbestos Belt, female and
child labor was integral to the
functioning and profitability of the
industry and to the survival of
families.14 Men did the heavy
manual labor—drilling, blasting,

and loading rock into wheelbar-
rows or cocopans (a steel wagon
that runs on rails). Women and
children hand-cobbed (separated
asbestos from the host rock into
clumps the size of an egg), sorted
ore, sieved fiber, and weighed
and packed loose asbestos into
bags for transport.15

Although the population of
South Africa was still primarily
rural during the early 20th cen-
tury, blacks were increasingly
alienated from the land through
colonial taxation and land poli-
cies, which were formalized in the
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Native Land Act of 1913. The act
placed tighter controls on ten-
ancy, segregated land ownership
more and more rigidly according
to perceived racial distinctions,
and contributed to the migration
of young men to the gold and dia-
mond mines.16 Because of these
conditions, asbestos mining had
certain attractions in that it al-
lowed rural people to maintain in-
dependence of the family unit,
keep livestock on mine property,
and earn wages that were high
compared with farm labor.17 Black
male asbestos miners also were
permitted to blast, which was a
skilled activity denied to most
black miners in the gold mines.
In the Northern Cape, farmers
repeatedly complained to local
authorities about the independ-
ence of black labor.18 Moreover,
resistance to the harsh conditions
of migrant work in the gold and

diamond mines was undoubtedly
important to families. Indeed,
throughout this period, blacks
showed great resilience and
adaptability in the face of inhu-
mane colonialist practices and
policies.19

It is important, however, to not
overemphasize the quality of life
for asbestos miners. Rural life at
the time was shaped by the inter-
nal dynamics of African societies,
climactic conditions, and struc-
tural constraints that reflected
the power of settler colonial-
ism.20 There is little evidence
that workers earned anything
other than a meager existence or
that the labor conditions were
satisfactory. Miners had to supply
their own explosives, had many
debts for food and clothing, and
were generally paid in “good-
fors,” similar to vouchers or
tokens, which were redeemable

only in company stores. Accord-
ing to Anthony Hocking, official
historian of the Northern Cape
mining industry, at the end of the
month, “Only the fortunate ones
obtain[ed] a larger or smaller
amount of cash.”21

This informal family-based
structure had numerous advan-
tages for the companies: it al-
lowed them to keep capital invest-
ment and labor costs to a
minimum; it freed them from the
dictates of mining legislation, be-
cause workers were not registered
as miners; and it made associa-
tions between the production
process and disease easier to ig-
nore.22 The asbestos companies
shifted the major financial burden
of an uncertain world market and
crises of oversupply to the inde-
pendent miners, who were not of-
ficial employees. This insulated
the companies from cycles of
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FIGURE 1—Map of South Africa de-
picting the location of former mines,
factories, and railroad lines that
carried asbestos to ports for export.
Source: Parliament of South Africa.
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boom and bust that were a
chronic feature of the industry 
beginning in the early 1890s.23 In
1926, a government official wrote
in the Cape Times that “this
[labor] system has many draw-
backs.” Nonetheless, he argued,
“It appears as if it were the only
method of running the industry
with any chance of success.
Under it a steady worker, with 
his ‘stampers,’ can make a 
good living, according to native
standards.”24

By the late 1920s, asbestos
mining was slowly becoming
more formal, but this did not
bring about a major improve-
ment in working conditions.
Some mining companies contin-
ued to operate through the con-
tract labor or tributor system
(where mining companies bought
the asbestos from self-employed
miners); others hired miners who
were paid daily.25 Women re-
mained central to the production
process and cobbed and sorted
as employees, although they
were frequently unregistered em-
ployees.26 With the postwar ex-
pansion of asbestos markets,
more underground mines were
built and milling was slowly
mechanized. However, because
of the supply of cheap labor, in-
formal mining with women cob-
bers coexisted with mechanized
operations well into the second
half of the 20th century.27

State policies helped shape the
racialization and the gendering of
labor in asbestos mines. Rather
than just direct supervision of
workers, for example, control of
labor in asbestos mines also was
accomplished indirectly with
some regional variation through
increasingly restrictive legisla-
tion—such as the National Labour
Regulation Act of 1911, the Urban
Areas Act of 1923, the Native
Trust and Land Act of 1936, and

pass laws—that regulated the
areas where and the conditions
under which black South Africans
could live and work. As mining
became more formal, a racial divi-
sion of labor was consolidated
when the higher-paying and
skilled positions of engineers,
mine managers, supervisors, and
secretaries were reserved exclu-
sively for white labor. Differential
work conditions and pay are a
vivid memory to former miners,
one of whom recently recalled
with great bitterness that during
the 1970s, wage differentials for
the identical job were at least 10-
fold.28 Brown Matseke, a former
asbestos worker from the North-
West Province, left the industry in
1968 after 6 years because of 11-
hour work days, a lack of rest pe-
riods, intolerable heat, and wages
that failed to provide even mini-
mal support for his family.29

THE WORKPLACE AND
DISEASE

The informal organization of
the asbestos industry and the liv-
ing conditions of the majority of
South Africans produced patterns
of exposure and disease that dif-
fered from those of the asbestos
industry in either North America
or Western Europe. For example,
because men, women, and chil-
dren worked together, the entire
family was at risk for disease.
While there was no documenta-
tion of exposure levels until the
1940s, it is possible to determine
from Hall and Hocking’s descrip-
tion of asbestos mining and
milling30 that at each stage of pro-
duction, exposure to fiber was
high and occurred at much
younger ages than anywhere else
in the world. Miners lived immedi-
ately adjacent to the mines, and
during the early years, they
worked in isolation. Thus, whole

families endured not only occupa-
tional exposure but also environ-
mental exposure to asbestos. The
exposure of women and children
to asbestos was particularly in-
tense, because they were involved
in the extraction and bagging of
fiber from the host rocks above
ground, where the climate was
dry and windy.31 Indeed, Hocking
documented young children’s ex-
posure in his descriptions of moth-
ers who cobbed under camelthorn
trees, with their babies lying on
soft asbestos fibers while they
worked.32 Such stories are con-
firmed by Itumeleng Sethole, a re-
trenched worker, who was
brought to the asbestos mines as a
baby with his shopkeeper father.33

With the advent of more for-
mal mechanized mining and
milling operations during the
second half of the century, dust
exposures remained high. A
spokesperson for one company
claimed that after learning about
the hazards of asbestos during the
1940s and 1950s, South Africans
worked hard to reduce risk34;
however, interviews with ex-
miners and residents of mining
communities suggest otherwise.
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FIGURE 2—An asbestos adit on a 
hillside in the North-West Province,
2002.
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When asked to describe the envi-
ronment in the mines, men and
women who worked in them be-
tween the late 1950s and early
1990s spoke of extremely dusty
conditions. Furthermore, no pro-
tective respiratory equipment,
gloves, or training were provided
by the company.35 During the
1980s, dust levels were particu-
larly high in the sorting room,
where women sorted fiber from
host rocks and swept the floors.36

Workers also had to eat in the
mines amid the asbestos dust.37

Stephen Kotoloane, a minister
who frequented the mines at the
end of the workday, recalled that
he was often unable to recognize
people when they emerged from
the mines because they were cov-
ered in dust.38 One health worker
expressed fear of exposure to as-
bestos in mine offices where tufts
of asbestos were still visible dur-
ing the 1990s. “Someday this
could happen to me,” the worker
stated anxiously while pointing to
the X-ray of a former miner who
had mesothelioma.39 These work-
ers’ experiences received ample
confirmation in quantitative stud-
ies more than 2 decades ago that
showed exposure levels were at
least 10 times higher in South
Africa than in Europe during the
late 1970s.40 Moreover, unlike
Britain, where asbestos industry
regulations were implemented in
1931 and were revised substan-
tially in 1969, South Africa only
enacted statutory limits to expo-
sure outside of the mining indus-
try in 1987.41

Workers in the Northern Cape
mines migrated from Malawi,
Mozambique, Lesotho, Swazi-
land, Botswana, and Namibia
and lived in hostels during the
term of their contracts. When the
contracts expired, the majority
returned to their country of ori-
gin, and their disease experiences

were not included in the limited
number of South African statis-
tics. Other miners from local
areas either lived with their fami-
lies or lived in hostels during the
week and returned to their fami-
lies during weekends—either
way, they all brought asbestos
fibers into their homes.42 Accord-
ing to Justice Senatle, who worked
in the mines near Kuruman from
1963 to 1978, the dust was so
irritating that workers could not
enter sorting rooms unless the
doors were kept open. After
spending the day handling as-
bestos, he would literally spend
hours at home “pulling the fiber
out physically by hand.”43 To re-
lieve respiratory irritation, many
workers tied handkerchiefs
around their faces. Because there
were no laundry facilities in the
mines and workers supplied their
own clothing, women washed the
handkerchiefs and all other
clothing at home by hand, thus
exposing entire families to air-
borne fiber on a regular basis.

Similar to the mines and mills,
asbestos-related disease among
factory workers, many of whom
were migrant workers, also was
undocumented. It was only when
the growing trade union move-
ment of the 1980s made imple-
mentation of more stringent stan-
dards for asbestos exposure
central to negotiations that work-
ers learned about the hazards of
the asbestos fibers. According to
Fred Gona, a former full-time
shop steward for the Construction
and Allied Workers Union
(CAWU),44 workers at the Everite
Cement factory in Brackenfell did
not know why they were dying.
“If a worker became ill, the com-
pany would fly or drive him to a
rural area and dump him to die
there, knowing that no post-
mortem would be conducted.”45

Indeed, this practice of “dumping”

sick workers in rural reserves—
which was a consistent theme in
our interviews—might in part ac-
count for company claims made
in 1984 that only 71 cases of as-
bestosis out of a total workforce
of 24 000 people had been diag-
nosed at Everite plants since
1946.46 In contrast, audits of
workers in the asbestos cement
industry by health activists during
the 1990s showed a 30% preva-
lence rate of asbestos-related dis-
ease.47 Thus, in a process of “ex-
ternalizing risk,”48 communities
in rural reserves, where there was
almost no access to health care,49

bore the full burden of undiag-
nosed disease.

CONTAMINATION OF THE
ENVIRONMENT

What is striking to any contem-
porary visitor to the asbestos min-
ing regions in the Northern Cape,
Limpopo, or Mpumalanga
Provinces is the sheer number of
people who suffer from asbestos-
related disease, many of whom did
not work in the mines. Mesothe-
lioma among men and women in
their 30s and 40s is not uncom-
mon. Virtually every resident has a
relative or friend who is sick or
who has died from what residents
call “asbestos.”

The number of contemporary
sources of environmental expo-
sure to asbestos in South Africa
is unimaginable in either Europe
or North America. These sources
include unrehabilitated or par-
tially rehabilitated dumps, dried
riverbeds, roads, transport
spillage, deteriorated housing
materials, factory emissions, and
a variety of manufactured prod-
ucts.50 (Many sites of exposure
are known only to local residents
who are currently mapping as-
bestos contaminated sites.) The
unrehabilitated dumps that dot
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the landscape throughout rural
provinces are of particular con-
cern to communities (Figure 3).
During early years of the indus-
try, independent producers
worked on small surface de-
posits, which not only exposed
them to asbestos but also pro-
duced widespread environmental
contamination, thus blurring any
distinction between occupation-
ally and environmentally ac-
quired disease.

In the late 19th century and
the first half of the 20th century,
workers lived in makeshift huts
that were interspersed with the
small surface mines and sur-
rounded by tailings (waste prod-
ucts of mining). Later, many
workers lived on mine property
in hostels built with asbestos-
containing materials, often di-
rectly beneath the large mines.
Urban hostels, such as the one at
Brackenfell where former as-
bestos cement workers still live,
also were built with asbestos-
containing materials.51 Because
companies did not maintain the
hostels, the walls and roofs of the
building are now in a state of dis-
repair, and retrenched workers,
who live in the hostels with their
families, are exposed to airborne
asbestos. Thus, exposure to as-
bestos through both work and
the contaminated environment
was—and is—continuous, intense,
and largely undocumented. De-
spite the lack of firm data, most
would agree that exposure to as-
bestos is a serious disease bur-
den for exposed communities.

The reasons for such exten-
sive contamination, high levels
of exposure, and invisibility of
disease are associated not only
with industrial practices during
the first half of the 20th century
but also with specific political
policies of the apartheid govern-
ment, such as that of forcible

removal of blacks from their
homes to areas far from their
place of employment and far
from productive agricultural
land.52 Beginning in the 1950s
in the Northern Cape, residents
endured multiple forced re-
movals from well-watered land
around Kuruman to semi-arid
and dusty villages in “African re-
serves,” which became the
“homeland” of Bophutatswana,
where many of the abandoned
mines are located (now the
North-West Province).53 In
northeastern Transvaal, the state
bought land with unrehabili-
tated dumps from a multina-
tional asbestos company (Turner
and Newall) to expand the
“homeland” of Lebowa, which
became “self-governing” in
1972.54 Because the state made
few provisions for housing be-
fore resettlement,55 residents
were left with no alternative
but to use any material available
for constructing their houses.
One material available in the
Northern Cape and northeastern
Transvaal was asbestos, which

residents mixed with sand to
make bricks. Some of the mining
companies and small business-
men also made bricks on their
premises and sold them to peo-
ple in surrounding villages.56

Entire villages now have as-
bestos roofs.

There were many other
sources of environmental expo-
sure to asbestos from both min-
ing and secondary industries.
During the 1940s, bags of as-
bestos were put to a variety of
creative uses on farms before
shipment (e.g., chairs).57 During
the mid–1960s, workers used
discarded asbestos bags as tents
in their compounds.58 At Everite,
workers used asbestos bags dur-
ing the workday for warmth and
for a variety of purposes in the
hostels.59

In rural South Africa, asbestos
tailings were used extensively in
gravel roads, schools, and ath-
letic fields. Animals graze—and
continue to graze—on unrehabili-
tated dumps. Mines and mills
also were built near rivers,
which led to the contamination

August 2006, Vol 96, No. 8 | American Journal of Public Health Braun and Kisting | Peer Reviewed | Public Health Then and Now | 1391

FIGURE 3—Large masses of dried
blue asbestos fibers mixed with
mine tailings in a partially rehabili-
tated dump close to human settle-
ments in the Northern Cape
Province, 2001. Arrow indicates
asbestos.
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of water supplies. In 1930, a
large mill in Prieska was built a
few hundred meters from the
Orange River. Although the mill
closed during the late 1960s, as
of 2001, large clumps of dried
blue asbestos fibers lined the
riverbanks where people fre-
quently search for wood and
where children swim (Figure 4).
Similar conditions exist around
the former Koegas mine outside
of Prieska, which also was built
alongside the Orange River.60

During the 1980s in villages of
northeastern Transvaal, journal-
ists reported that people had to
walk through abandoned dumps
to get to their huts and that chil-
dren used the dumps as sand-
pits.61 Although the mines have
closed in South Africa, many
mining sites near villages have
not been rehabilitated, which
guarantees a high level of expo-
sure to hazardous asbestos fibers
for the foreseeable future.

EVADING REGULATION
AND SILENCING THE
EPIDEMIC

The occupational-health
framework that evolved during
the 20th century allowed the as-
bestos industry to both evade
regulation and externalize the
cost of compensation to govern-
ment, workers, and communities,
thus playing a key role in silenc-
ing the burden of asbestos-
related disease nationally and
internationally.62 The construc-
tion of this framework, which
governs surveillance, exposure
levels, and compensation, was
shaped by a number of political,
economic, social, and biological
factors. First, the industry was
organized informally for much of
its duration, because it only re-
quired low-wage labor and mini-
mal capital investment to be
profitable. A second factor was
the importance of the asbestos

industry to local economies and
impoverished reserves, which
made it likely that industry and
government authorities would ig-
nore any evidence of disease. For
example, underground and sur-
face sampling of dust levels by
the mines inspectorate only
began during the 1940s, but
local inspections were sporadic,
and the recommendations of the
inspectors, minimal though they
were, were disregarded.63 Third,
the interests and actions of the
British-dominated mining indus-
try, the agricultural sector, and
Afrikaner nationalism were con-
tradictory and often prohibited
legislation. Fourth, latencies of 15
years or more between exposure
and development of asbestos-
related disease meant that most
mine workers would have re-
turned to their villages where no
healthcare was available before
developing symptoms. Because
the symptoms of asbestos-related
disease are similar to other respi-
ratory disease, such as tuberculo-
sis or silicosis, it was difficult for
workers to discern a specific
association between asbestos
and what they refer to as their
“chest complaints.” An additional
factor that hobbled occupational-
disease recognition and legisla-
tion was white workers’ decision
to exclude black workers from
their organizing efforts.64

Beginning with the 1902
strike by rock drill supervisors
immediately after the South Afri-
can War (1899–1902) (histori-
cally known as the Anglo-Boer
War), and fueled by media pub-
licity in England, white miners,
most of whom were migrants
from the depressed tin-mining re-
gions of Cornwall, protested the
extraordinarily high and rapid
mortality rates from respiratory
disease (much of which was sili-
cosis) that were evident after

American Journal of Public Health | August 2006, Vol 96, No. 81392 | Public Health Then and Now | Peer Reviewed | Braun and Kisting

FIGURE 4—Blue asbestos along the
banks of a dried riverbed in the
Orange River in the town of Prieska,
2001. Arrows indicates asbestos.
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only short periods of labor in the
gold mines. Labor activity, fol-
lowed by the general strike of
1913,65 led to the appointment of
several Commissions of Inquiry,
a series of Miner’s Phthisis Acts,
and the establishment of the
Miner’s Phthisis Bureau in
1916.66 However, the framing of
trade union rights in terms of
race and the resultant exclusion
of black miners from member-
ship in the newly organized Mine
Workers Union (MWU) hardened
the discriminatory system of
wages, working conditions, and
legislation. It also established the
basis for a racially divided labor
movement that would facilitate
collaboration between industry
and the state in limiting imple-
mentation of meaningful preven-
tive measures for occupational
disease among white and black
workers alike.

Legislation enacted in 1912
provided for periodic medical
examinations that served as the
basis of the British system set up
in 1925,67 but for black work-
ers, the system was unequal.
White workers could select their
own doctors. Black workers,
however, only had access to
manager-appointed doctors, who
worked in inadequate facilities
beholden to their employer. As
A. P. Cartwright, official histo-
rian for the Mine Medical Offi-
cers Association, stated so un-
equivocally, “Mine doctors in
those days were regarded by
mine managers as members of
their administrative staff and
subject to their orders.”68 Conse-
quently, medical exams focused
primarily on tuberculosis and
pneumonia and ignored the role
of living and mining conditions
in the development of disease.69

However, because asbestos
mines were not registered until
1953, asbestos miners were not

even entitled to the cursory
medical exams won by gold
miners,70 thus excluding them
from the compensation system.

Similar to other legislation,
such as the Immorality, Popula-
tion Registration, and Group
Areas Acts of 1950, occupational-
health legislation entrenched
racial divisions after the ascen-
dancy of the apartheid govern-
ment in 1948 and further mar-
ginalized black workers.
Monitoring of asbestos-related dis-
ease only began in 1954, when
asbestos mines were brought
under the control of the Silicosis
Act (No. 47 of 1946), which pro-
vided for preemployment exams,
regular medical screening, and
benefits for asbestos miners—at
least theoretically. Under the
Pneumoconiosis Act (No. 57 of
1956), asbestos mines became
controlled mines, but access to
clinical exams and radiological
services remained racially based,
which ensured that access to what
was by international standards71 a
sorely inadequate compensation
system would remain elusive. For
the majority of workers, this
meant that disease was grossly
underdiagnosed.

The Occupational Diseases in
Mines and Works Act (ODMWA)
of 1973 further codified race-
based standards of surveillance.
Because this act only applied to
miners, both those who were ex-
posed through environmental
contamination and unregistered
workers, including many women,
were excluded from the compen-
sation system—and they remain
excluded to this day. White min-
ers had a statutory right to yearly
x-rays by state-employed doctors
at the newly established Medical
Bureau for Occupational Disease.
Surveillance for black workers,
however, continued to take place
in the mines by company doctors.

Because company doctors owed
their livelihood to mine owners,
there was little incentive to diag-
nose diseases with a longer la-
tency than the worker’s tenure in
the mine.72 Indeed, this history of
neglect by company doctors is a
poignant one for former work-
ers.73 Only during the 1980s,
when the National Union of
Mineworkers (NUM) began work-
ing with activist physicians, did a
systematic reassessment of mine
doctors’ work begin.74

Revision of the ODMWA in
1993—which reflected the efforts
of South Africa’s new government
to dismantle the legislative edifice
of the apartheid state—nonethe-
less retained many of the struc-
tural inequities of the past, al-
though not in a strictly racialized
form. Because of inadequate in-
frastructure and resources inher-
ited from the past, the time frame
for compensation is long, and
many former miners still lack
knowledge about their rights to a
basic medical examination—the
key method by which disease is
diagnosed.75 Many occupational-
health researchers have argued
that the ODMWA needs to be
completely rewritten.76

Of critical importance is that
compensation to workers is mini-
mal, which reflects the fact that
the compensation system from its
inception was never designed to
provide any real economic secu-
rity or dignified living for the ma-
jority of workers. As David Ros-
ner argued in the US context,
worker’s compensation repre-
sented a deeply problematic
trade-off of health and safety for
money.77 However, while US
workers receive somewhat se-
cure, if inadequate, compensa-
tion, this is not the case for South
African workers. Moreover, be-
cause wages were determined
historically by race, compensation

differentials are large and perpet-
uate the racial inequities in South
African society. Workers in as-
bestos manufacturing industries
were covered by the Workmen’s
Compensation Act, which was
later superceded by the Compen-
sation for Occupational Diseases
and Injuries Act (COIDA) in
1993. Notably, COIDA does not
require postemployment surveil-
lance. The surveillance that does
exist is the result of negotiated
settlements between labor unions
and companies.78

Black labor militancy was, in
fact, critical to the recognition of
the hazards of asbestos. Because
there were few white workers in
the asbestos mines, the MWU
was weak and was not active in
pressuring the industry to im-
prove dusty conditions.79 How-
ever, despite the tremendous im-
pediments that the South African
state posed to their organiza-
tional efforts, the strike activities
by black workers, including as-
bestos workers, increased during
World War II.80 Between 1939
and 1945, there were 304 offi-
cially recorded strikes by black
workers.81 In 1945, black work-
ers went on strike at the large
Koegas-Westerberg asbestos
mine, which led to some minor
improvements in living condi-
tions.82 The subsequent defeat of
the African MWU in 1946 set
organizing efforts back by sev-
eral decades, although there
were at least 2 strikes at asbestos
mines that raised health concerns
during the extreme repression
after the Sharpeville massacre
in1960.83 It is noteworthy that
these strikes occurred at a time
when the British Trade Union
Congress (TUC) was involved
in revising asbestos regulations
in the United Kingdom. Unfortu-
nately, despite the militancy of
British dockworkers, the TUC
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failed to link their efforts with
those of the raw asbestos
producers.84

In South Africa during the
1970s, the economy slowed and
the government was challenged
by strike waves in Natal, youth
protests that were triggered by the
1976 killing of Soweto school-
children by police, the emergence
of the Black Consciousness move-
ment, and the intensification of
domestic opposition. After limited
recognition in 1979, trade unions
began organizing in earnest, and
by the early 1980s, they were a
major force in shaping political
opposition.85 Although asbestos
was not nearly as important to the
South African economy as gold,
trade union activity reached the
asbestos mines. Tightly controlled
Work and Liaison Committees
that were set up by companies in
many industries, including as-
bestos, to forestall unionization
failed to address worker’s griev-
ances,86 and unions made head-
way linking economic, political,
and health issues. For example,
one active union at the amosite-
producing Penge mine—the Black
Allied Mining and Construction
Workers’ Union (BAMCWU)—
launched a bitter strike in 1984.
This was followed by a national
anti-asbestos campaign that
sharply addressed workers’ trade-
off of jobs for health. “We don’t
envisage a situation,” unionists as-
serted, “where we would choose
to die in order to earn very little.
We’d rather starve than sell our
lives.”87 Shortly thereafter, in
1986, the General Workers
Union negotiated the first health
and safety agreement in the as-
bestos industry.88

CONCLUSION

The absence of data on as-
bestos-related disease during the

lifetime of the South African in-
dustry under apartheid is note-
worthy because of the South Afri-
can government’s intensive
program of surveillance and con-
trol of the movement of blacks
and what political scientist Debo-
rah Posel called the National
Party’s “mania for measure-
ment.”89 Unlike pneumonia or
tuberculosis,90 asbestos-related
disease did not affect labor re-
cruitment or productivity in the
short-term because of their long
latency. Surveillance of the health
of the majority of asbestos miners
thus did not figure into the
apartheid government’s agenda.

South Africa has many well-
known health problems, such as
HIV infection and tuberculosis.
The rate of silicosis among gold
miners is high. Although occupa-
tional disease is neglected the
world over, the burden of occupa-
tional disease is especially invisi-
ble in South Africa.91 As we have
argued, the reasons for the invisi-
bility of the epidemic of asbestos-
related disease are many and in-
terconnected. They include
exploitive labor conditions in the
asbestos industry; living condi-
tions for the majority of South
Africans that were barely surviv-
able, especially in rural areas; a
century of legislation that avoided
statutory limits to exposure and
that established systems of sur-
veillance and compensation favor-
able to industry; limitations on
black trade union bargaining
power; the chronic nature of as-
bestos-related disease; and con-
cepts of disease causality that ex-
clude social conditions.

However, at the root of this si-
lence are deeply entrenched and
widely accepted cultural assump-
tions about the human worth of
workers, which according to histo-
rian Karl Figlio are grounded in
“the contract form of employment

in the 19th century [that] formal-
ized the recognition and accept-
ance of risk as a natural feature of
employment.”92 Occupational dis-
ease thus became defined as an
accident on the basis of shared
understandings that the health ef-
fects of workplace exposures were
natural, inevitable, and accept-
able. Indeed, since the late 19th
century, the multinational as-
bestos industry, the state, and
white South African society oper-
ated under the shared assumption
that workers’ health was an unfor-
tunate but unavoidable price for
national prosperity.

The asbestos mining industry
is no longer in operation. High-
profile court cases against as-
bestos mining companies have
brought some visibility to the
problem in South Africa and lim-
ited financial relief to some af-
fected people. Nonetheless, the
scale of environmental contami-
nation and the widespread use of
manufactured products will con-
tinue to have a devastating im-
pact on the health of South
Africans. The challenge for the
future is to develop effective pub-
lic health prevention programs
that go beyond technical solu-
tions. One way to begin this
process is to recast our under-
standing of disease causality by
integrating historical knowledge
about the social and political
conditions that produce disease
with biological understandings
of the pathogenicity of asbestos
fibers.  ■
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